SUmmary

This report describes the sexudly transmitted disease burden in Mason County. Primary emphasisis
placed on chlamydia and gonorrhea since they are the most frequently reported STDsin Washington
State. The 2002 incidence rates by age and sex for gonorrhea and chlamydia are presented.

The report concludes with a presentation of which providersin your county reported STDs.

Contents

(@00 1WA I I (= 0 TSRS
Table 1: Washington State Reportable Sexualy Transmitted Diseases, 2002.........c.ccoevveveeveereeenns
Chlamydia
Figure 1: ChlamydiaIncidence Rates, by Age and Gender, 2002............cocerererererieeneeneseseseneens
Figure 2. Chlamydia Cases by Age (13-19) and Gender, 2002 ...........ccceeveerieeieesiieeneeseesee e
Table2: Chlamydia Repester INfections, 2002 ..........veniie it 5
Table3: Chlamydia Asymptomatic Infections, 2002 ............c.oevieiiiiiiiii i e, 5
Gonorrhea
Figure 3: Gonorrhea Incidence Rates, by Age and Gender, 2002...........ccocoeeeieeieeiiieenee e
Table 4: Gonorrhea Asymptomatic Infections, 2002 ..........coeveviiiiiiniie e e 6
Conclusion
Table 5: Reported Cases of Gonorrheaand Chlamydia by Provider Type, 2002............ccoceverenene
Appendix A: Data Sources, Analyses, and LIMITAiONS.........ccouveiieiieiiee e



Mason County STD Disease Trends

Table 1. Washington State Reportable Sexualy Transmitted Diseases, Mason County, 2002

2001 2002 2002 2002
Mason Mason Mason Washington
Disease County Cases | County Cases County Raté State Raté
(per 100,000) (per 100,000)

Chlamydia 107 109 219 247
Gonorrhea 10 6 12 48
Ealy Syphilis 0 0 - 15
Congenitd Syphilis 0 0 - 2.5 (live births)
Late/L ate Latent Syphilis 5 3 * 1.0
Herpes (initid infection) 11 14 28 32
GI/LGV/Chancroid** 0 0 - 0.0
HIV cases** 3 2
AIDS cases** 5 2
TOTAL 133 132 265 330
(excluding HIV/AIDS cases)

" Denominator estimates for the calculation of incidence rates from Washington State Adjusted Population Estimates, OFM, February
2003.

* Rates cannot be calculated for years with fewer than five cases

** See Appendix A for explanation of disease acronyms.

In 2002, Mason County experienced a decrease from 2001 in its combined STD morbidity rate. With
132 new cases of STDs (excluding HIV/AIDS cases ') in 2002, the incidence rate for al STDs was
265 per 100,000 persons. Thisis 20% less than the 330 per 100,000 combined STD rate for
Washington State. Mason County reported no cases of congenitd syphilis or GI/LGV/ Chancroid in
2002.

2002 compared to 2001:

Chlamydia had a 2% increase in reported cases (109 vs. 107).
Gonorrhea had a 40% decrease in reported cases (6 vs. 10).

Lateflate latent syphilis had a 40% decrease in reported cases (3 vs. 5).
Initid infection herpes had a 27% increase in reported cases (14 vs. 11).

! Complete information on the HIV/AIDS epidemic in Washington can be found in Washington State HIV/AIDS
Surveillance Report, Washington State Department of Health, IDRH, Assessment Unit.




Chlamydia

FIGURE 1: Chlamydia Incidence Rates by Age and Gender, Mason County, 2002
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Age (years)
Female Rate 0 * 1,744 2,323 1,041 * 0 *
Male Rate 0 0 535 1,163 428 * 0 *
Female Cases 0 1 29 25 11 3 0 1
Male Cases 0 0 10 18 6 1 0 1

' Denominator estimates for the calculation of incidence rates from Washington State Adjusted Population Estimates, OFM, February
2003.

Incidence rates rounded to the nearest whole number.

* Rates cannot be calculated for ages with fewer than five cases.

In 2002, the fema e chlamydia incidence rate peaked among the20-24 year old age group, at 2,323
cases per 100,000. After this peak, chlamydiaincidence among females progressively declined with
increasing age. Among men, the 2002 chlamydia incidence rate pesked among 20-24 year olds at
1,163cases per 100,000, then declined with increasing age.

Only women are routinely screened for chlamydia  Because active case-finding is preferentidly limited
to women, the incidence of chlamydiain men may be under-reported by comparison.
Caution should be used in interpreting comparisons of chlamydia rates between genders.

The STD Treatment Guidelines from CDC recommends that dl women diagnosed with chlamydia be
re-screened three to four months after treatment. Thjs was suggested because of the high prevaence of
chlamydia found in women diagnosed with the disease in the preceding months, presumably as aresult
of re-infection.
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Repeater | nfection (Person having more than one infection in a 12-month period prior to being
treated.)

Recurrent infection is common and associated with increased risk of PID and other serious outcomes.
Data suggest that young age and incomplete thergpy increases the risk for a persstent/recurrent
infection. Studies aso suggest that women's current male sex partners are not receiving trestment for
chlamydia and that women are being re-infected by resuming sex with preexisting (and infected) sex
partners. Careful interviewing and prompt, concurrent trestment of al partnersisimportant. People
should be coached to ask hedlth care providers for re-screening if risk behavior occurs.

Table 2. Chlamydia Repester Infections, Mason County, 2002.

MALE FEMALE TOTAL
Reported Cases 36 73 109
Repeaters Identified 2 13 15
% Repeaters 6% 18% 14%

Asymptomatic I nfection

STD infections often lack sgns and symptoms. Additiondly, signs of severe complications may not
gppear until long after infection, reducing the likelihood that the patient will associate complications with
theinitid time of infection. Screening sexudly active adolescents (19 years and younger) for chlamydia
should be routine during annuad examinations even if symptoms are not present. Screening women and
men aged 20-24 is o suggested, particularly those who have new or multiple sex partners and who
do not consstently use barrier contraceptives. Careful interviewing and trestment of al partnersis
important.

Table 3: Reported Cases of Chlamydia by Diagnostic Category, Mason County, 2002.

Private Public Total Total
Diagnosis Male Femde | Mae Femde | Mae Femde | Cases
Asymptomatic 4 40 10 4 14 44 58
Symptomatic-Uncomplicated 3 22 15 3 18 25 43
Pelvic Inflammatory Disease 1 1 1
Other 1 1 1
Unknown 4 1 1 4 2 6
TOTAL 11 65 25 8 36 73 109




Gonorrhea
Figure 3: Gonorrhea Incidence Rates by Age and Gender, Mason County 2002
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' Denominator estimates for the calculation of incidence rates from Washington State Adjusted Population Estimates, OFM, February
2003.

Incidence rates rounded to the nearest whole number.

* Rates cannot be calculated for years with fewer than five cases.

Rates for gonorrhea by age groups cannot be caculated because dl age groups have less than five
Cases.

The age digtribution of gonorrhea differs between genders and age groups. For Washington State, the
peak incidence rate for both males and femdesisin the 20-24 year old age group. The greatest
incidence of disease anong femades, 66% of totad morbidity, isamong 15-24 year olds, while for maes
the burden of disease is distributed more evenly among those 25 and older. In 2002, maeshad a
higher gonorrhea incidence rate (57.1/100,000) than females (39.3/100,000). Factors contributing to
the digtribution of gonorrheaincidence in different age groups among men and women are the presumed
age gap between men and women in sexud relationships as well as an outbreak among menwho-have-
sex-with-men (MSM) in Western Washington whose median reported age was 30.

Because most gonorrhea cases are symptomatic and seek medica care, reported cases are considered
to be an accurate reflection of true disease incidence in the overall population. Providersin Washington
State who reported gonorrhea cases in 2002 indicated that 82% of the men were symptomatic for
gonorrhea; 51% of the women were symptomatic. Unlike chlamydia, thereis no widespread screening
program for gonorrhea, however, most clinics provide gonorrhea screening at some level and 99% will
perform gonorrheatesting if the client is symptométic.

Nationa gonorrheaincidence rates declined from 1975 through 1997, in 1998 the gonorrhearate
increased 7.8% and has remained essentiadly unchanged from 1998 to the present. In Washington
State, gonorrheaincidence declined through 1998, increased from 1999 through 2001, and decreased
2% in 2002. Gonorrhea numbers are till influenced by the previoudy noted increases in gonorrhea
infections among MSM.

Table 4. Reported Cases of Gonorrheaby Diagnostic Category, Mason County, 2002.

Private Public Total Total
Diagnosis Male Femde | Made Femde | Mae Femde | Cases
Asymptomatic
Symptomatic-Uncomplicated 1 2 2 1 3 3 6
Pelvic Inflammatory Disease
Other
Unknown
TOTAL 1 2 2 1 3 3 6




Conclusion

Table 5. Reported Cases of Chlamydiaand Gonorrhea by Provider Type, Mason County, 2002

Chlamydia Gonorrhea
Provider Type No. of No. of Percent of No. of No. of Percent of
Providers | Cases | Total Cases || Providers | Cases | Total Cases
Alcohol/Substance Abuse
Blood Bank/Plasma Center
Community Health Center
Emergency Care (excl. hosp.)
Family Planning 2 27 25% 1 1 17%
Health Plan/HMOs 3 4 1%
HIV/AIDS
Hospitals 1 16 15% 1 1 17%
Indian Health 1 1 1%
Jail/Correction/Detention 4 19 17%
Job Corps
Migrant Health 2 12 11%
Military
Neighborhood Health
OB/GYN 3 3 3% 1 1 17%
Other 4 12 11%
Private Physicians 2 2 2%
Reproductive Health 3 5 5%
STD Clinics 1 8 % 1 3 50%
Student Health
TOTAL 26 109 100% 4 6 100%

In Mason County, the Family Planning providers reported the highest number of chlamydia cases.
These providers reported 25% of the tota. Jail/Correction/Detention providers reported the second
highest number of chlamydia cases (17% each). Gonorrhea cases (50% of the total) were most
frequently reported by STD Clinic providers.

The Hedthy People 2010 nationd objectives for chlamydiaincidence are:
Females aged 15-24 atending family planning dinics. 3%. Thereis 1 Region X Chlamydia Project*
Family Planning dinic in Mason County. The 2002 positivity rate for females was.

Mae Female
# # % # # %
Site Tests Pos Pos Tests Pos Pos
PP of Western WA. 4 2 50.0 44 26 6.3

Females aged 15-24 attending STD dlinics: 3%.
M ales aged 15-24 atending STD dinics 3%.

Thereis 1 Region X Chlamydia Project* STD/Reproductive Hedlth clinicin
Mason County. The 2002 positivity rate was.



Male Female
# # % # # %
Site Tests Pos Pos Tests Pos Pos
Mason Co. HD 35 6 171 21 4 19.0
Other Region X Chlamydia Project Sitesin Mason County include:
Male Female
# # % # # %
Site Tests Pos Pos Tests Pos Pos
Mission Creek Y outh Camp-Bélfair 79 3 38 1 0 0.0

The Hedlthy People 2010 national objective for gonorrhea incidence is 19 cases per 100,000.

Mason County has already met this goal with the 2002 rate of 12 cases per 100,000.

*For Region X Chlamydia Project Screening Criteria see page 10.



Appendix A: Data Sources, Analysesand Limitations

Cases: The number of casesidentified and submitted by providersto locd hedth jurisdictions and
forwarded to the Washington State Department of Health, Office of Infectious Disease and
Reproductive Hedlth, STD/TB Services.

Population: Denominator population estimates for incidence rates are from Washington State Adjusted
Population Estimates, Office of Financid Management (OFM), February 2003.

Incidence Rates. Incidence rates are calculated as the number of new episodes of a disease (not
persons) in agiven year divided by the total population (age and sex appropriate) for that year,
expressed as arate per 100,000. Incidence rates alow comparisons between two or more populations
by standardizing the denominator and are the most appropriate satistic to use when investigating
differences between groups. Rates should not be caculated for incident case totas fewer than five
because the rates are unstable.

Data Reporting: Gonorrhea, chlamydia, syphilis, and herpes (initia infection) are reportable diseases to
the loca health jurisdictions and forwarded to the Department of Health. To be reported and included
in surveillance data, disease definition must be met.

Disease Definitions:

Gonorrhea - isolaion of Neisseria gonorrhea from adinica specimen or observation of
gram-negative intracdlular diplococci in urethra smears or endocervica smears.
Chlamydia- isolation of Chlamydia trachomatis from adinicad soecimen by culture or
non-culture methods that detect chlamydia antigen or genetic materid.

Syphilis - acomplex sexud transmitted disease with a highly variable dlinical course. See
CDC guiddinesfor surveillance definition.

Herpes Smplex (initid infection only) - diagnogtic criteriafor reporting can be made through
clinica observation of typica lesons and/or laboratory confirmetion.

Chancroid - an STD characterized by painful genital ulceration and inflammatory inguina
adenopathy.

Granulomalnguinde (Gl) - adowly progressive ulcerative disease of the skin and
lymphatics of the genitdl and periand area.

Lymphogranuloma Venereum (LGV) - characterized by genitd lesons, suppurative regiond
lymphadenopathy, or hemorrhagic proctitis.

HIV — Human Immunodeficiency Virusisaretrovirus causng HIV disease and AIDS
(Acquired Immunodeficiency Syndrome) in humans. This pathogen is transmitted from
person to person through unprotected sexud contact, sharing of injection equipment and
transfusion/trangplantation with infected blood or tissue

AIDS — Acquired Immunodeficiency Syndrome is the advanced stage of HIV-diseasein
humans and is characterized by severe suppression of immune response. Personswith




AIDS are at risk for increased susceptibility to opportunistic infections, degradation of
magor organ systems and eventua degth.

The diagnosing practitioner is respongble for providing the case information which includes patient
demographics, source of diagnogs, limited clinica information including Site of infection and trestment,
and date of diagnosis.

Data Strengths:  Sexudly transmitted disease data may provide more timdly information on behaviora
trends in the community than diseases with Smilar modes of transmisson particularly HIV/AIDS. There
isahighleve of participation in the STD surveillance system by private providers of STD sarvices.

Data Limitations: Clinicaly diagnosed cases of STDs (without laboratory confirmation) may be missed
through this surveillance sysem. Depending upon diagnosing practices, completeness of reporting may
vary by source of hedlth care.

Data Biases. Biases could exist in the data due to under-reporting, inability of certain populaionsto
access medica services, error in laboratory reporting, or differential reporting or screening by disease
and source of care. However, it is assumed that the number of cases that would fdl into these
categoriesis smal and normaly digtributed, thus not significantly impacting the caculated STD rates.

Assumptions: It isassumed that the cases reported from year to year are independent of each other.
One violation of this assumption could beif a person who has an STD one year is more likely to have an
STD thefollowing year. Also, repest episodes of the same STD by the same person are not excluded
from the numerator count; it is fet that these numbers are not large enough to sgnificantly impact the
cdculated incidencerates. Findly, we have assumed that al rates follow a chi-square distribution.

Femde Sdective Screening Criteriain Family Planning and Expanson Sites

1. Women 24 and under should be tested at least annudly when undergoing a pelvic exam.
2. All women 25 and older who meet one of the following criteria should be screened:
a Cervicd findings of mucopurulent cervicitis, friable cervix, ectopy with inflammeation or edema,
b. PID (Pelvic Inflammatory Disease),
c. Exposed to CT in past 60 days,
d. Symptomatic sex partner during past 60 days,
e. Pregnant,
f. Seeking an IUD insartion,
g. Prior chlamydid infection within the past 12 months.
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